clinical monitoring led to clip repositioning in several patients who might otherwise have developed deficits.
In the present issue of Acta Neurochirurgica, Shinoura and colleagues [9] report, as a first, awake craniotomy for a series of eight patients operated on for vestibular schwannoma. They managed to save some hearing in all, and even improved it in one patient. There were no new facial deficits. The authors demonstrate that because they could communicate with the patient, deficits in facial function and hearing could be detected early during surgery and thereby prevented because the patient could communicate. If a deficit occurred, the surgeons paused resection and either continued if the deficit resolved or terminated it if it persisted. Hence they managed to preserve function. Although this is commendable, there are concerns. First, surgery for large vestibular schwannoma is time-consuming. The mean operating time was 6 h. Even if the patients were asleep during opening and closure, they were kept awake in head fixation and park-bench position for several hours. This burden has to be considerable, whatever precautions are made. Second, the surgeons chose a very conservative resection policy, performing subtotal resection in most cases. This may call for close follow-up and many of these patients may be expected to experience a regrowth of their tumour, requiring additional treatment [6] . One may assume that the smaller the remnant, the less risk of recurrence. The strategy of doing near-total resection, leaving a very thin tumour remnant on the facial nerve is gaining increasing support, as this may lead to better facial nerve outcomes; the remnant grows slowly or not at all, and radiosurgery may stop further growth [2, 8, 10] . Near-total resection may, however, increase the risk of damage to the cochlear nerve.
The authors argue that radiosurgery may produce longterm hearing loss, and that their own strategy of performing subtotal resection on awake patients may lead to better outcomes. This is debatable. Subtotal resection may lead to tumour recurrence and hearing loss later on, similar to what is reported for radiosurgery. One recently published strategy is to do a subtotal resection followed by radiosurgery [4, 8] . It remains to be seen if any of the two strategies will gain widespread use. Innovations in medicine that later become standard practice may frequently gain harsh comments early on. An example is found in the famous quote above. Dr. Gruentzig's pioneering work on dogs led to the development of percutaneous transluminal coronary angioplasty. One should be careful when raising strong opinions on new ideas!
